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K0000

 

 

 K0000A Life Safety Code Recertification, 

State Licensure, and Quality 

Assurance Walk-thru Survey were 

conducted by the Indiana State 

Department of Health in 

accordance with 42 CFR 483.70(a).

Survey Date:  07/25/12

Facility Number: 000541

Provider Number: 155475

AIM Number: N/A

Surveyor:  Amy Kelley, Life Safety 

Code Specialist

At this Life Safety Code survey, 

Towne House Retirement 

Community was found not in 

compliance with Requirements for 

Participation in 

Medicare/Medicaid, 42 CFR 

Subpart 483.70(a), Life Safety 

from Fire and the 2000 edition of 

the National Fire Protection 

Association (NFPA) 101, Life Safety 

Code (LSC), Chapter 19, Existing 

Health Care Occupancies and 410 

IAC 16.2.

This one story facility with a 
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walkout lower level below the 

southeast wing was determined to 

be of Type V (111) construction 

and was fully sprinklered.  The 

facility has a fire alarm system 

with smoke detection in the 

corridors and areas open to the 

corridors.  Battery operated smoke 

detectors were installed in the 

resident rooms.  The facility has a 

capacity of 101 and had a census 

of 62 at the time of this survey.

The facility was found in 

compliance with state law in 

regard to sprinkler coverage and 

smoke detector coverage.  

All areas where residents have 

customary access were 

sprinklered.  

The facility has a detached barn 

providing facility services 

including storage of mowers, 

maintenance equipment and two 

buses that was not sprinklered.  

Quality Review by Lex Brashear, Life 

Safety Code Specialist-Medical Surveyor 

on 07/30/12.

The facility was found not in 
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compliance with the 

aforementioned regulatory 

requirements as evidenced by the 

following:
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K0021

SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

Any door in an exit passageway, stairway 

enclosure, horizontal exit, smoke barrier or 

hazardous area enclosure is held open only 

by devices arranged to automatically close all 

such doors by zone or throughout the facility 

upon activation of:

a) the required manual fire alarm system;

b) local smoke detectors designed to detect 

smoke passing through the opening or a 

required smoke detection system; and

c) the automatic sprinkler system, if installed.    

19.2.2.2.6,  7.2.1.8.2

K0021 The Towne House does 

not agree with this finding. This 

rolling door has been in service 

since 1984 when the building was 

built. As noted in the finding, the 

door is on a fusible link. At the 

time of the survey, the surveyor 

indicated that she was not sure 

about the requirement for this 

door. Therefore, there was an 

uncertainty about the requirement 

even by the state. Last year, the 

surveyor issued another finding 

with this door, indicating that the 

door had not been inspected on a 

timely basis, but did not indicate 

that door needed to be on the 

alarm system. The Towne House 

will replace the door and connect 

the new door to the fire alarm 

system. The cost for the new 

door is $3667. A new door has 

been ordered on August 9, 2012. 

However, due to the unique size 

of the door, it will take 

10/19/2012  12:00:00AMK0021Based on observation and 

interview, the facility failed to 

ensure 1 of 1 rolling fire doors in 

a smoke/fire barrier wall would 

close upon activation of the fire 

alarm.  This deficient practice 

could affect any resident in the 

main dining room and any kitchen 

staff in the event of an emergency.      

Finding include:

Based on observation with the 

Maintenance Supervisor on 

07/25/12 at 4:10 p.m., the rolling 

fire door at the window between 

the kitchen and the main dining 

room did not close upon 

activation of the fire alarm.  The 

rolling fire door is in a smoke/fire 
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approximately ten weeks to be 

delivered and installed. We 

anticipate that this should be 

completed by October 19, 2012. 

The Environmental Services 

Director will be responsible for 

monitoring.

barrier wall.  Based on an 

interview with the Maintenance 

Supervisor at the time of 

observation, the rolling fire door 

is on a fusible link. 

3.1-19(b)
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K0044

SS=E

NFPA 101 

LIFE SAFETY CODE STANDARD 

Horizontal exits, if used, are in accordance 

with 7.2.4.     19.2.2.5

K0044 The Towne House does 

not agree with this finding. The 

door that is noted with the 

automatic door opener has been 

in use since the 1990’s. There 

have been many surveys during 

that time when this door was 

found to be in compliance. The 

Towne House will replace the 

latching system on this door so 

that latch will be connected to 

automatic door opener. The cost 

for this upgrade is $4173. The 

new latching system was ordered 

on August 2, 2012 and will take 

approximately eight weeks to be 

delivered and installed. We 

anticipate that should be 

completed by September 27, 

2012. The Environmental 

Services Director will be 

responsible for monitoring.

09/27/2012  12:00:00AMK0044Based on observation and 

interview, the facility failed to 

ensure 1 of 4 fire door sets was 

arranged to automatically close 

and latch.  LSC 19.2.2.5 requires 

horizontal exits to be in 

accordance with 7.2.4 and 

7.2.4.3.8 requires fire doors to be 

self closing or automatic closing 

in accordance with 7.2.1.8.  In 

addition NFPA 80, Standard for 

Fire Doors and Windows at 

2-1.4.1 requires all closing 

mechanisms shall be adjusted to 

overcome fire resistance of the 

latch mechanism so that positive 

latching is achieved on each door 

operation.  This deficient practice 

could affect 1 of 4 main floor 

smoke compartments.        

Findings include:

Based on observation with the 

Maintenance Supervisor on 

07/25/12 at 2:35 p.m., when 

entering the residential building 

from the health care building, the 

right side two hour fire door failed 

to latch into the frame.  Based on 
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an interview with the Maintenance 

Supervisor at the time of 

observation, the latching 

mechanism had been removed to 

allow the door to swing open 

when the handicapped access 

button was pressed.      

3.1-19(b)
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K0067

SS=F

NFPA 101 

LIFE SAFETY CODE STANDARD 

Heating, ventilating, and air conditioning 

comply with the provisions of section 9.2 and 

are installed in accordance with the 

manufacturer's specifications.     19.5.2.1, 

9.2, NFPA 90A,  19.5.2.2

K067 The Towne House does not 

agree with this finding. Dampers 

were inspected on a timely basis. 

However, at the time of the 

survey, The Director of 

Environmental Services was on 

vacation. The documents 

requested were not able to be 

found by staff working at that 

time. When the Director of 

Environmental Services returned 

he was able to locate the 

documents which indicated that 

the dampers had been inspected 

in August 2011 and were in 

working order. Those documents 

are available at this time. The 

Environmental Services Director 

will be responsible for monitoring. 

Completion Date: August 10, 

2012

08/10/2012  12:00:00AMK0067Based on observation and 

interview, the facility failed to 

ensure an undetermined number 

of dampers throughout the facility 

were inspected and provided 

necessary maintenance at least 

every four years in accordance 

with NFPA 90A.  LSC 9.2.1 

requires air conditioning, heating, 

ventilating ductwork and related 

equipment shall be in accordance 

with NFPA 90A, Standard for the 

Installation of Air-Conditioning 

and Ventilating Systems.  NFPA 

90A, 1999 Edition, 3.4.7, 

Maintenance, requires at least 

every 4 years, fusible links shall 

be removed; all dampers shall be 

operated to verify they fully close; 

the latch, if provided, shall be 

checked, and moving parts shall 

be lubricated as necessary.  This 

deficient practice affects all 

residents, staff and visitors. 

Findings include:
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Based on observation with the 

Maintenance Supervisor on 

07/25/12 at 3:20 p.m., there were 

fire dampers in the AC supply 

vents of the laundry room.  Based 

on an interview with the 

Maintenance Supervisor at the 

time of observations, he stated 

there were numerous dampers 

throughout the facility.  According 

to the Maintenance Supervisor the 

dampers were recently inspected 

but he was unable to provide the 

documentation to show the 

dampers were inspected and in 

proper working order.  

3.1-19(b)
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